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Despite high rates of trauma-related disorders among individuals with early psychosis,
no clinical practice guidelines for the treatment of comorbid early psychosis and trauma-related disorders exist to date. Indeed, the routine exclusion of individuals with past
and current psychosis from participation in trauma research and practice has limited
the accumulation of research that could support such clinical practice guidelines. While
preliminary research evidence suggests that traditional, evidence-based treatments for
trauma-related disorders can be safely and effectively employed to reduce symptoms of
posttraumatic stress and chronic psychosis, it remains unclear whether such treatments
are appropriate for individuals in the early stages of psychotic illness. Clinical experts
(N = 118) representing 121 early psychosis programs across 28 states were surveyed
using the expert consensus method. Forty-nine clinical experts responded and reached
consensus on 46 of 49 expert consensus items related to the treatment of comorbid
early psychosis and trauma-related disorders. Conjoint or family therapy and individual
therapy were rated as treatment approaches of choice. Anxiety or stress management
and psychoeducation were rated as treatment interventions of choice for addressing
both trauma symptoms and psychotic symptoms. In addition, case management was
rated as a treatment intervention of choice for addressing psychotic symptoms. No
consensus was reached on expert consensus items regarding the appropriateness of a
parallel treatment approach exposure interventions for addressing psychotic symptoms,
or sensorimotor or movement interventions for addressing trauma symptoms. In areas
where expert consensus exists and is supported by current research, preliminary clinical
practice guidelines for the treatment of comorbid early psychosis and trauma-related
disorders are offered. In areas where expert consensus does not exist, recommendations for future research are offered. The results of this study are intended to serve as
a launching point for scientists and practitioners interested in advancing appropriate
treatment for high-risk and underserved individuals with comorbid early psychosis and
trauma-related disorders.
Keywords: early psychosis, trauma, posttraumatic stress disorder, clinical practice guidelines, expert consensus
method
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INTRODUCTION

on PTSD symptoms in adults with PTSD and schizophreniaspectrum disorders. Mueser and colleagues (11) found CBT
integrated with TAU significantly decreased PTSD, mood, and
anxiety symptoms, negative trauma-related cognitions, other
psychiatric symptoms, and health-related concerns compared to
TAU alone. Additionally, CBT participants endorsed increased
knowledge of PTSD and client-case manager working alliance. The observed effects were significantly more robust for
individuals with severe PTSD compared to those with mild or
moderate PTSD. More recently, Steel and colleagues (18) found
CBT without exposure, conducted in the context of TAU, did
not significantly decrease trauma-related cognitions, severity of
PTSD symptoms, positive symptoms of psychosis, severity of
hallucinations and delusions, depression, or anxiety, or increase
functioning or quality of life. Steel and colleagues concluded
that exposure interventions focused on processing emotions
related to traumatic memories may be needed in order for CBT
to be effective in individuals with comorbid PTSD and psychotic
disorders. Both studies also recommended future research
include exposure interventions in treatment protocols in order
to increase their effectiveness.
Collectively, these findings demonstrate that CBT, PE, and
EMDR can be employed safely and effectively to reduce both
PTSD and psychotic symptoms in adults with comorbid chronic
psychosis and PTSD (3, 10–12); however, the inclusion of exposure interventions may result in more robust effects compared to
non-exposure interventions in this population. There is, however,
no available literature to guide the treatment of comorbid early
psychosis and trauma-related disorders. As a result, additional
research is needed to clarify which treatments are appropriate for
individuals in the early stages of psychotic illness.

Rates of PTSD among individuals in the early stages of psychotic
illness are high: in a study of Cincinnati psychiatric services,
nearly 23% of first episode psychosis individuals presented with
comorbid PTSD (1) versus an estimated 15% lifetime prevalence
in individuals with chronic psychotic illness (2–4) and 6.8%
prevalence in the general population (5). These high rates of
comorbidity have prompted research on the effectiveness of
interventions for comorbid psychosis and PTSD, with recent
conceptual frameworks posing a reciprocal relationship between
trauma and psychosis in the context of the cognitive model (6,
7). Empirically supported treatments for PTSD predominantly
include trauma-focused treatments that provide direct exposure
to traumatic events in order to combat the role of avoidance in
the maintenance of PTSD (8, 9). Findings suggest these traditional evidence-based treatments for trauma-related disorders
can be safely and effectively employed to reduce symptoms of
posttraumatic stress and chronic psychosis (3, 10–12); however,
it remains unclear whether such treatments are appropriate for
individuals with early psychosis (i.e., within the first 5 years of
illness onset). The early stages of psychotic illness are a critical
period for intervention. With onset typically occurring between
15 and 25 years of age, psychosis symptoms disrupt important
developmental trajectories in social, academic, and vocational
domains. Combined with high rates of relapse (13) and comorbid
trauma-related disorders (1), early intervention using evidencebased practices is necessary to prevent a long-term trajectory of
accumulating disability (14). Yet, despite the burgeoning number
of early psychosis treatment programs across the United States
(15, 16), no clinical practice guidelines for treating comorbid
early psychosis and trauma-related disorders currently exist.
The effect of exposure interventions on PTSD symptoms in
adults with PTSD and chronic psychotic disorders has been
explored in four studies to date. In an open trial study of 20
adults with PTSD and either schizophrenia or schizoaffective
disorder, Frueh and colleagues (10) found cognitive behavioral
therapy (CBT) that included imaginal exposure interventions integrated with treatment-as-usual (TAU) approaches
significantly decreased PTSD symptoms and anger, as well
as increased general mental health, compared to TAU alone.
In another open pilot trial, van den Berg and van der Gaag
(12) found eye movement desensitization and reprocessing
(EMDR) plus TAU significantly decreased posttraumatic
stress symptoms, psychotic symptoms (i.e., auditory verbal
hallucinations and delusions), and other psychiatric symptoms
(i.e., depression and anxiety), as well as increased self-esteem,
after treatment compared to TAU alone. Similarly, in a withingroup controlled study, de Bont and colleagues (3) found both
prolonged exposure (PE) and EMDR decreased PTSD severity
and diagnosis. Subsequently, in a randomized control trial, van
den Berg and colleagues (17) found both PE and EMDR significantly decreased PTSD symptoms and diagnosis compared to
waiting list (WL); however, PE, but not EMDR, resulted in full
remission of PTSD compared to WL.
Two randomized control trials (RCTs) have examined
the effect of CBT that did not include exposure interventions

Frontiers in Psychiatry | www.frontiersin.org

The Current Study

Well-constructed clinical practice guidelines have the potential
to improve the consistency, efficiency, value, and outcome of
health care, as well as to empower patients and practitioners
to make more informed health-care decisions, protecting both
parties from the negative influences of uncertainty and antiquity;
however, poorly constructed clinical practice guidelines have the
potential to reduce the quality, efficiency, availability, and flexibility of health care (19). It is, therefore, important to use empirical
methods to promote guideline development, ideally rooted in a
strong foundation of carefully conducted RCTs on multiple large,
independent, well-defined samples; however, RCTs often require
years to conduct and the adoption of original research into clinical practice can take up to two decades (20); other methods can
be used to generate preliminary guidelines and inform clinical
practice in the interim.
One such method is the expert consensus method, which is
designed to allow researchers to collect consensus evidence in
cases where the outcome literature is unclear, incomplete, or
absent, and must be supplemented with expert opinion (21). The
expert consensus method has been used to develop clinical practice guidelines for dementia (22), obsessive–compulsive disorder
(23), bipolar disorder (24), schizophrenia (25), PTSD (9), and
complex PTSD (26). Here, we use the expert consensus method
to develop preliminary clinical practice guidelines as a first step
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toward addressing the needs of individuals with comorbid early
psychosis and trauma-related disorders.
We conducted a survey of clinical experts responsible for overseeing the clinical services provided in early psychosis programs
across the United States. This survey elicited their expert opinions
about treatment appropriateness for individuals with comorbid
early psychosis and trauma-related disorders. In areas where
expert consensus existed and was supported by current research,
preliminary clinical practice guidelines for comorbid early psychosis and trauma-related disorders are offered. In areas where
expert consensus does not exist, recommendations for future
research are offered. The results of this study are intended to serve
as a launching point for scientists and practitioners interested in
advancing appropriate treatment for high-risk and underserved
individuals with comorbid early psychosis and trauma-related
disorders. To this end, the current study is designed to address
the following research questions:

in order to identify potential recruitment sites (15, 16, 27, 28).
This resulted in the identification of 121 early psychosis programs
across 28 states (see Supplementary Material). Clinical directors
or persons in comparable positions were identified for all 121
early psychosis programs in the United States. In some cases, one
person fulfilled this role at multiple early psychosis programs. As
a result, the total number of prospective participants (N = 118)
was slightly lower than the total number of early psychosis programs (N = 121). No early psychosis programs or prospective
participants were excluded.
Participants were recruited via email, including a brief
description of the study and a link to the anonymous online
survey. No identifying information was collected or attached
to survey responses to allow the participants to respond as
honestly as possible. Reminder emails were sent to all prospective participants 2 and 4 weeks after the initial recruitment
email. Participants were offered two optional participation
incentives: optional entry into a raffle for one of four $25
Amazon gift cards and optional receipt of study results. In
order to ensure that survey responses remained anonymous,
prospective participants were instructed to opt-in to one
or both optional participation incentives by emailing the
principle investigator with “RAFFLE” and/or “RESULTS” in
the subject line. This study was reviewed and approved by
the Institutional Review Board (IRB) of Antioch University
New England (AUNE). The IRB of AUNE granted this study
exempt status under 45 CFR 46.101(b)(2) exemption from 45
CFR part 46 requirements.

1. Which treatment modalities (e.g., individual therapy, conjoint
or family therapy, consultation) are most appropriate for
individuals with comorbid early psychosis and trauma-related
disorders?
2. Which treatment approaches (e.g., single-diagnosis,
sequenced, parallel, or integrated) are most appropriate?
3. Which treatment interventions are most appropriate for
addressing psychotic symptoms? For treating trauma
symptoms?
4. Is trauma-focused treatment appropriate? If so, under what
clinical and psychosocial conditions (e.g., stage of psychosis,
current psychosocial context, past psychosocial context)?
5. Should treatment modalities, approaches, or interventions be
modified based on the individual’s developmental level (e.g.,
under age 18 or over age 25)? If so, how?
6. What are the barriers to treating comorbid early psychosis and
trauma-related disorders in early psychosis programs?
7. How can the treatment of comorbid early psychosis and
trauma-related disorders in early psychosis programs be
improved?

Measure

Participants completed an anonymous 15–20 min online survey,
administered via the Qualtrics secure web-based platform. The
online survey contained 24–30 questions (the exact number
varied depending on six conditional response questions) about
participant characteristics, program characteristics, and expert
consensus questions regarding modalities, approaches, interventions, treatments, developmental considerations, treatment barriers, and treatment improvements. Definitions of key terms and
interventions were provided. See Supplementary Material for the
complete survey and definitions.
The expert consensus questions were modeled after prior studies (22, 26, 29). Participants were instructed to use a 9-point scale
to rate the appropriateness of modalities, approaches, interventions, and treatments. Scores in the 7–9 range indicate a degree
of appropriateness, scores in the 4–6 range indicate a degree of
equivocal opinion, and scores in the 1–3 range indicate a degree
of inappropriateness with the following anchors: 9 = extremely
appropriate: your modality, approach, intervention, or treatment
of choice (TOC) (you may have more than one per question);
7–8 = appropriate: a first-line modality, approach, intervention,
or treatment you would often use; 4–6 = equivocal: a second-line
modality, approach, intervention, or treatment you would sometimes use (e.g., after first-line modalities, approaches, interventions, or treatments failed); 2–3 = usually Inappropriate: at most,
a third-line modality, approach, intervention, or treatment you
would rarely use; and 1 = extremely inappropriate: a modality,
approach, intervention, or treatment you would never use.

MATERIALS AND METHODS
Participants

Participants included clinical directors or persons in comparable
positions responsible for overseeing the clinical services of early
psychosis programs in the United States. Given the specialized
nature of evidence-based care for early psychosis populations
(14), these individuals were presumed to have the knowledge
and experience needed to offer expert clinical opinions about
the treatment of individuals with comorbid early psychosis and
trauma-related disorders in the United States. There were no
a priori exclusion criteria for this study.

Procedures

Early psychosis program directories, located through an Internet
search and consultation with experts in the field, were reviewed
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Data Analysis

and trauma treatments in which participants reported receiving
formal training and supervised clinical experience.

Expert consensus data were analyzed using procedures identical
to those described in Frances and colleagues (29). First, the mean
and confidence interval (95%) was calculated for each expert consensus item. The confidence interval for each expert consensus
item was used to assign a categorical rating based on the range
into which the lowest confidence limit (LCL) fell. A categorical
rating of first-line was assigned to modalities, approaches, interventions, and treatments with a LCL that fell into the 6.50–9.00
range; a categorical rating of second-line was assigned to modalities, approaches, interventions, and treatments with a LCL that fell
into the 3.50–6.49 range; and a categorical rating of third-line was
assigned to modalities, approaches, interventions, and treatments
with a LCL that fell into the 1.00–3.49 range. The distribution
of responses for each expert consensus item was then analyzed
for consensus. The categorical ratings for each expert consensus
item were coded (i.e., first-line = 1, second-line = 2, and thirdline = 3), and a non-parametric chi-square test was conducted
for each expert consensus item in order to determine whether
or not expert consensus existed. Consensus was defined as when
the response distribution of categorical ratings was statistically
different from chance (p ≤ 0.05) (29). Finally, expert consensus
items rated a 9 by 50% or more of participants were determined
to represent a TOC for modalities, approaches, interventions,
and treatments. Participant and program characteristics data
are reported in Supplementary Material. Qualitative data were
analyzed using a general inductive approach (30).

Program Characteristics

Participants represented early psychosis programs from 18 states
(see Supplementary Material). Twenty-eight (57%) programs
were based in the community, 11 (22%) programs were based
in a university, and 2 (4%) programs were based in a hospital.
The remaining 8 (16%) programs were based in a combination of
community, hospital, or university settings. Thirty-eight (95%)
programs served clients under age 18 and 28 (70%) served clients
over age 25. Forty-two (86%) participants reported that their
programs offered coordinated specialty care for early psychosis,
the primary evidence-based model for outpatient treatment of
early psychosis (14). See Supplementary Material for types of
services offered.
Forty-eight (98%) programs provided staff members with
formal training or supervised clinical experience in the treatment
of early psychosis: 39 (85%) provided staff members with both
formal training and supervised clinical experience, while 5 (11%)
provided formal training only and 2 (4%) provided supervised
clinical experience only. Twenty-three (47%) programs also
provided staff members with formal training or supervised
clinical experience in the treatment of trauma-related disorders:
33 (68%) provided staff members with both formal training and
supervised clinical experience, while 7 (14%) provided formal
training only and 9 (18%) provided supervised clinical experience only. See Supplementary Material for early psychosis and
trauma treatments in which programs provided formal training
and supervised clinical experience.

RESULTS
Online survey responses were collected from June 27 to August 5,
2016. Of the 118 clinical experts invited to participate, 66 (56%)
responded. Seventeen (26%) of the 66 responses were omitted
due to discontinuation of the survey prior to reaching the expert
consensus items. The remaining 49 (42%) survey responses were
included and analyzed to yield the following results.

Treatment Modalities

Participants were asked to rate the appropriateness of individual
therapy (i.e., seeing client alone), consultation (i.e., seeing family members or support persons alone), and conjoint or family
therapy (i.e., seeing client and family members or support
persons together) for clients aged 18–25 with comorbid early psychosis and trauma-related disorders. Conjoint or family therapy
(LCL = 7.98), individual therapy (LCL = 7.73), and consultation
(LCL = 6.87) were all rated as first-line treatment modalities.
Conjoint or family therapy (TOC = 57.14%) and individual
therapy (TOC = 53.06%), however, were rated as the treatments
of choice. See Table 1 for expert consensus ratings of treatment
modalities.

Quantitative Results

Participant Characteristics

Twenty-six (53%) participants identified a master’s degree and 23
(47%) identified a doctorate or professional degree as their highest level of completed education. Forty-three (88%) participants
reported providing treatment to individuals with early psychosis
and 35 (71%) reported providing treatment to individuals with
comorbid early psychosis and trauma-related disorders in the last
12 months. Forty-nine (100%) participants reported receiving
formal training or supervised clinical experience in the treatment
of early psychosis: 35 (73%) reported receiving both formal training and supervised clinical experience, while 13 (27%) reported
receiving formal training only. Thirty-nine (80%) participants
reported also receiving formal training or supervised clinical
experience in the treatment of trauma-related disorders: 23 (62%)
reported receiving both formal training and supervised clinical
experience, while 11 (30%) reported receiving formal training
only and 3 (8%) reported receiving supervised clinical experience only. See Supplementary Material for specific early psychosis
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Treatment Approaches

Participants were asked to rate the appropriateness of singlediagnosis (i.e., treating either early psychosis or trauma-related
disorder only), sequenced (i.e., treating early psychosis before
treating trauma-related disorder or vice versa), parallel (i.e.,
different providers treating early psychosis and trauma-related
disorder at the same time), and integrated (i.e., the same provider
treating early psychosis and trauma-related disorder at the same
time) treatment approaches for clients aged 18–25 with comorbid
early psychosis and trauma-related disorders. Integrated treatment (LCL = 8.10) was rated as a first-line treatment approach.
Sequenced treatments, beginning with either the treatment of
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Table 1 | Expert consensus ratings of treatment modalities and approaches.
Expert ratings
Treatment of
choice (TOC)

1st line

2nd line

3rd line

Total

Lowest confidence limit (LCL)

M

SD

%

N

%

N

%

N

%

N

N

Modality
Conjoint/family therapy
Individual therapy
Consultation

7.98b
7.73b
6.87b

8.31
8.12
7.39

1.14
1.36
1.81

57.14a
53.06a
30.61

28
26
15

95.91
91.83
79.59

47
45
39

2.04
6.12
14.28

1
3
7

2.04
2.04
6.12

1
1
3

49
49
49

Approach
Integrated
SequencedEP
SequencedTRD
Single-diagnosisEP
Single-diagnosisTRD
Parallel

7.40b
5.52c
4.11c
2.92d
2.60d
4.29nc

7.88
6.04
4.73
3.52
3.19
5.00

1.63
1.79
2.14
2.08
2.04
2.46

45.83
4.17
2.08
2.08
0.00
6.25

22
2
1
1
0
3

85.42
41.67
20.83
10.41
8.33
31.25

41
20
10
5
4
15

10.41
54.16
50.00
33.33
31.24
41.67

5
26
24
16
15
20

4.16
4.16
29.16
56.25
60.42
27.09

2
2
14
27
29
13

48
48
48
48
48
48

TOC.
First-line.
Second-line.
d
Third-line.
nc
No consensus.
EP
Early psychosis.
TRD
Trauma-related disorder.
a

b
c

See Table 2 for expert consensus ratings of treatment interventions for addressing psychotic symptoms.

early psychosis (LCL = 5.52) or the treatment of the traumarelated disorder (LCL = 4.11), were rated as second-line treatment
approaches. Single-diagnosis treatments, only treating early psychosis (LCL = 2.92) or the trauma-related disorder (LCL = 2.60),
were rated as third-line treatment approaches. No consensus was
reached on the appropriateness of parallel treatment. See Table 1
for expert consensus ratings of treatment approaches.

Trauma Symptoms

Anxiety or stress management (LCL = 8.13), psychoeducation
(LCL = 7.78), meditation or mindfulness (LCL = 7.45), cognitive restructuring (LCL = 7.42), interpersonal effectiveness
(LCL = 6.99), emotion-focused (LCL = 6.98), and case management (LCL = 6.81) interventions were rated as first-line treatment interventions for addressing trauma symptoms. Anxiety
or stress management (TOC = 68.89%) and psychoeducation
(TOC = 61.36%) interventions were rated as treatments of choice.
Exposure (LCL = 6.00) and bilateral stimulation (LCL = 4.69)
interventions were rated as second-line treatment interventions.
No consensus was reached on the appropriateness of sensorimotor or movement interventions for addressing trauma symptoms.
See Table 2 for expert consensus ratings of treatment interventions for trauma symptoms.

Treatment Interventions

Participants were asked to rate the appropriateness of treatment interventions for addressing either psychotic symptoms
or trauma symptoms for clients aged 18–25 with comorbid
early psychosis and trauma-related disorders. These various
treatment interventions are often components of broader
treatment protocols for early psychosis and/or trauma-related
disorders. See Supplementary Material for definitions of
interventions.

Psychotic Symptoms

Anxiety or stress management (LCL = 8.10), psychoeducation
(LCL = 7.97), cognitive restructuring (LCL = 7.48), case management (LCL = 7.43), interpersonal effectiveness (LCL = 7.16),
meditation or mindfulness (LCL = 6.66), and emotion-focused
(LCL = 6.52) interventions were rated as first-line treatment
interventions for addressing psychotic symptoms. Anxiety
or stress management (TOC = 73.91%), psychoeducation
(TOC = 73.91%), and case management (TOC = 50.00%)
interventions were rated as treatment interventions of choice.
Sensorimotor or movement (LCL = 4.86) and bilateral stimulation
(LCL = 4.00) interventions were rated as second-line treatment
interventions. No consensus was reached on the appropriateness
of exposure interventions for addressing psychotic symptoms.

Frontiers in Psychiatry | www.frontiersin.org

Trauma-Focused Treatment

Trauma-focused treatment addresses exposure to traumatic events
directly by asking clients to recall or encounter thoughts, images,
feelings, or situations related to traumatic events. Participants
were asked to rate the appropriateness of trauma-focused treatment for clients aged 18–25 with comorbid early psychosis and
trauma-related disorders overall, at each stage of psychosis, and
under specific current and past clinical and psychosocial conditions. Given that participants were previously asked to rate various treatment interventions that are often components of specific
trauma-focused treatments, here, participants were asked to rate
the appropriateness of trauma-focused treatment in general.
Overall, trauma-focused treatment (LCL = 6.97) was rated as a
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Table 2 | Expert consensus ratings of interventions to address psychotic symptoms and trauma symptoms.
Expert ratings
TOC

1st line

2nd line

3rd line

Total

LCL

M

SD

%

N

%

N

%

N

%

N

N

Psychotic symptoms
Anxiety/stress management
Psychoeducation
Cognitive restructuring
Case management
Interpersonal effectiveness
Meditation/mindfulness
Emotion-focused
Sensorimotor/movement
Bilateral stimulation
Exposure

8.10b
7.97b
7.48b
7.43b
7.16b
6.66b
6.52b
4.86c
4.00c
4.54nc

8.48
8.39
7.89
7.89
7.60
7.18
7.00
5.50
4.60
5.30

1.26
1.41
1.37
1.54
1.45
1.74
1.58
2.10
1.91
2.49

73.91a
73.91a
42.22
50.00a
32.56
31.11
15.91
9.09
4.76
11.63

34
34
19
23
14
14
7
4
2
5

95.65
89.13
84.44
82.61
79.07
68.89
61.36
29.54
9.52
32.56

44
41
38
38
34
31
27
13
4
14

2.17
8.70
13.33
13.04
18.61
26.66
36.36
54.55
69.04
44.18

1
4
6
6
8
12
16
24
29
19

2.17
2.17
2.22
4.35
2.33
4.44
2.27
15.92
21.42
23.26

1
1
1
2
1
2
1
7
9
10

46
46
45
46
43
45
44
44
42
43

Trauma symptoms
Anxiety/stress management
Psychoeducation
Meditation/mindfulness
Cognitive restructuring
Interpersonal effectiveness
Emotion-focused
Case management
Exposure
Bilateral stimulation
Sensorimotor/movement

8.13b
7.78b
7.45b
7.42b
6.99b
6.98b
6.81b
6.00c
4.69c
5.27nc

8.49
8.20
7.91
7.83
7.48
7.40
7.30
6.57
5.44
5.98

1.18
1.41
1.51
1.32
1.57
1.35
1.60
1.82
2.30
2.27

68.89a
61.36a
45.45
42.86
30.95
20.93
30.23
19.05
12.82
14.29

31
27
20
18
13
9
13
8
5
6

95.55
88.63
84.09
85.72
78.57
74.42
72.09
52.38
30.77
45.25

43
39
37
36
33
32
31
22
12
19

2.22
9.09
13.64
11.90
19.04
25.58
23.26
42.86
53.85
38.09

1
4
6
5
8
11
10
18
21
16

2.22
2.27
2.27
2.38
2.38
0.00
4.65
4.76
15.38
16.66

1
1
1
1
1
0
2
2
6
7

45
44
44
42
42
43
43
42
39
42

TOC.
First-line.
c
Second-line.
nc
No consensus.
a

b

first-line treatment for clients aged 18–25 with early psychosis
and comorbid trauma-related disorders. See Table 3 for expert
consensus ratings of trauma-focused treatment.

family members or support persons (LCL = 6.09), and significant
life stressors (LCL = 6.00). See Table 3 for expert consensus ratings of trauma-focused treatment given current conditions.

Stage of Psychosis

Past Clinical and Psychosocial Conditions

Trauma-focused treatment was rated as a first-line treatment
for clients with a history of multiple traumas (LCL = 6.99),
single trauma (LCL = 6.71), and long-duration psychotic
symptoms (LCL = 6.69). It was rated as a second-line treatment
for clients with a history of poor functioning (LCL = 6.49) and
severe psychotic symptoms (LCL = 6.37), as well as a history
of hospitalization (LCL = 5.95), substance use (LCL = 6.34),
non-suicidal self-injury (LCL = 6.38), high suicide risk
(LCL = 5.54), and high violence risk (LCL = 5.14). See Table 3
for expert consensus ratings of trauma-focused treatment given
past conditions.

Stages of psychosis included genetic risk and deterioration (i.e.,
family history of psychosis and decline in functioning without
attenuated or threshold psychotic symptoms), ultra-high or
clinical high risk (i.e., attenuated psychotic symptoms), firstepisode psychosis (i.e., onset of threshold psychotic symptoms
less than 5 years ago), and established or chronic psychosis (i.e.,
onset of threshold psychotic symptoms more than 5 years ago).
Trauma-focused treatment (LCL = 6.97) was rated as a first-line
treatment for clients at all stages of psychosis: first-episode psychosis (LCL = 7.21), genetic risk and deterioration (LCL = 7.19),
chronic or established psychosis (LCL = 7.14), and ultra-high
risk or clinical high risk (LCL = 7.07). See Table 3 for expert
consensus ratings of trauma-focused treatment at each stage of
psychosis.

Qualitative Results

Developmental Considerations

Because the expert consensus items asked specifically about clients aged 18–25, participants who reported serving clients under
age 18 or over age 25 were asked if and how the appropriateness
of modalities, approaches, interventions, or treatments differ
for these other age groups. Of those participants who reported
serving clients under age 18 and over age 25, respectively, 19
(50%) and 6 (21%) agreed that the appropriateness of modalities,

Current Clinical and Psychosocial Conditions

Trauma-focused treatment was rated as a first-line treatment for
clients with current attenuated or residual psychotic symptoms
(LCL = 7.12). It was rated as a second-line treatment for clients
with current comorbid personality disorders (LCL = 6.29), other
comorbid psychiatric disorders (LCL = 6.35), low involvement of
Frontiers in Psychiatry | www.frontiersin.org
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Table 3 | Expert consensus ratings of trauma-focused treatment.
Expert ratings
TOC

1st line

2nd line

3rd line

Total

LCL

M

SD

%

N

%

N

%

N

%

N

N

6.97a

7.54

1.80

41.46

17

78.04

32

19.52

8

2.44

1

41

7.21a
7.19a
7.14a
7.07a

7.70
7.70
7.65
7.58

1.54
1.60
1.59
1.57

45.00
35.00
35.00
32.50

18
14
14
13

77.5
87.5
87.5
80

31
35
35
32

20.00
10.00
10.00
17.5

8
4
4
7

2.50
2.50
2.50
2.50

1
1
1
1

40
40
40
40

Current condition
Attenuated or residual psychotic symptoms
Other comorbid psychiatric disorder
Comorbid personality disorder
Low involvement of support persons
Significant life stressors

7.12a
6.35b
6.29b
6.09b
6.00b

7.59
6.95
6.95
6.73
6.73

1.42
1.79
1.96
1.92
2.19

35.14
24.32
24.32
29.73
32.43

13
9
9
11
12

78.38
64.86
64.86
54.06
59.46

29
24
24
20
22

21.62
29.73
29.73
40.55
27.03

8
11
11
15
10

0.00
5.40
5.40
5.41
13.51

0
2
2
2
5

37
37
37
37
37

Past condition
Multiple traumas
Single trauma
Long-duration symptoms
Poor functioning
Non-suicidal self-injury
Severe symptoms
Substance use
Hospitalization
High suicide risk
High violence risk

6.99a
6.71a
6.69a
6.49b
6.38b
6.37b
6.34b
5.95b
5.54b
5.14b

7.63
7.42
7.25
7.05
6.97
7.03
6.89
6.72
6.32
6

1.94
2.16
1.65
1.68
1.79
1.95
1.66
2.28
2.36
2.58

42.11
42.11
22.22
21.62
18.92
22.22
18.92
27.78
24.32
16.22

16
16
8
8
7
8
7
10
9
6

86.84
84.21
74.99
67.57
67.57
69.45
62.16
63.89
48.65
54.06

33
32
27
25
25
25
23
23
18
20

7.89
7.89
22.22
29.73
27.03
25
35.14
25.01
37.83
27.04

3
3
8
11
10
9
13
9
14
10

5.26
7.89
2.78
2.7
5.41
5.56
2.7
11.12
13.52
18.92

2
3
1
1
2
2
1
4
5
7

38
38
36
37
37
36
37
36
37
37

Overall
Trauma-focused treatment
Stage of psychosis
First-episode psychosis
Genetic risk and deterioration
Chronic/established psychosis
Ultra-high risk/
clinical high risk

a

First-line.
Second-line.

b

approaches, interventions, or treatments differs for the specified
age group.

noted the importance of skill building for clients under age 18.
For example, one participant responded, “Ensure [the] young
person has skills to manage [a] potential increase in symptoms
prior to commencing trauma work.”

Family Involvement

Participants acknowledged both the ethical (e.g., consent) and
supportive functions of the family, noting that they work harder
to engage family members in treatment in general and in decision-making specifically when working with clients under age 18.
One participant, for example, noted the increased importance of
family consent and engagement for clients with comorbid early
psychosis and trauma-related disorders due to the perception of
“increased risk with trauma treatment.” In cases where family
involvement is low, another participant reported wanting “to
ensure the individual had […] other identified support persons.”
For clients over age 25, participants noted alternative support
persons like close friends or partners might be more apt to be
involved in treatment than members of the client’s family of
origin.

Treatment Barriers

Participants were also asked if they were aware of any barriers their early psychosis programs encountered in attempting
to treat clients with comorbid early psychosis and traumarelated disorders and, if so, to describe those barriers.
Twenty-eight (78%) participants reported being aware of
such barriers.

Differentiating Trauma Exposure from Psychotic Experiences

Participants noted high endorsement of traumatic events and
other stressful life experiences or difficulty determining whether
traumatic events and other stressful life experiences were real or
delusional. In addition, participants reported difficulty determining how to handle reports of the first episode of psychosis as a
traumatic event. Participants described attempts to overcome
these barriers by focusing on educating clients about stressful
experiences in general and helping clients develop and utilize
strategies to cope with stressful experiences in lieu of educating
clients specifically about trauma or helping clients to directly
process the reported traumatic events. One participant noted that

Modification of Treatment Materials or Interventions

Participants noted the importance of “using age appropriate
materials, language, and consideration of developmental tasks.”
Participants noted cognitive interventions might be less appropriate or require additional assessment or modification for clients
under age 18 compared to older clients. In addition, participants
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inclusion of collateral information can help to clarify the validity
of the experiences that are being reported.

are treated in early psychosis programs; however, participants
noted that research-based treatment protocols would also need
to allow treatment to be tailored to client symptoms and client
and family preferences.

Symptom Interference and Exacerbation

One participant, for example, noted impairment associated with
either early psychosis or trauma-related disorders can impede
recovery from the other disorder. This participant described
trauma as a major source of stress that can worsen psychotic
symptoms. Another participant noted that psychotic symptoms
interfere with the processing of traumatic events, especially in
cases where the first episode of psychosis was experienced as
traumatic.

Increase Funding for Multidisciplinary Programs

Finally, participants suggested increased funding for programs
that treat clients with a wider range of presenting problems
including early psychosis, rather than for programs that specialize in treating early psychosis only, would improve the treatment
of clients with comorbid early psychosis and trauma-related
disorders.

Inadequate Training and Supervision

DISCUSSION

One participant noted that programmatic training, as well as
available tools and interventions, focus only on early psychosis
treatment despite a clearly identified need to be able to integrate
early psychosis and trauma treatment. This participant also noted
individual efforts to obtain training in trauma treatments on the
part of clinicians have not been effective due to a lack of structured
supervision and technical support. Another participant noted
programmatic efforts to provide training in trauma treatments
have not been effective due to a lack of available funding.

With the growing number of early psychosis programs in the
United States and abroad, this study represents an essential first
step toward addressing the needs of individuals with comorbid
early psychosis and trauma-related disorders. The development
of clinical practice guidelines has been limited historically by the
routine exclusion of individuals with past and present psychosis
from participation in trauma research and practice (31–33), as well
as trauma symptoms not being adequately addressed in psychosis
research and practice. Using a comprehensive online survey of
clinical experts who are responsible for overseeing the clinical
services provided in early psychosis programs, we investigated
the current opinions and intervention practices that are guiding
the treatment of individuals with comorbid early psychosis and
trauma-related disorders in the United States. Based on these
responses and preliminary evidence that traditional evidencebased treatments for trauma-related disorders can be safely and
effectively employed to reduce symptoms of posttraumatic stress
and chronic psychosis (3, 10–12), we offer preliminary clinical
practice guidelines and recommendations for future research.

Discomfort Treating Both Trauma and Psychosis

Some participants reported not treating clients with comorbid
trauma-related disorders due to specializing in early psychosis. In
contrast, one participant noted clients are often misdiagnosed in
the community as a result of practitioners specializing in trauma
treatment incorrectly conceptualizing psychotic symptoms as
trauma symptoms. Another participant noted difficulty identifying referral sites that are comfortable providing both early
psychosis and trauma treatment.

Improving Treatment

Finally, participants were asked to provide any additional information they thought would help to improve the treatment of clients with comorbid early psychosis and trauma-related disorders.
Eleven (22%) participants offered such suggestions.

Preliminary Clinical Practice Guidelines
and Suggestions for Future Research
Selecting a Treatment Modality

More than half of the clinical experts surveyed in this study rated
conjoint or family therapy and individual therapy as their treatment modalities of choice when working with individuals with
comorbid early psychosis and trauma-related disorders. This suggests that practitioners should see the client and family members
or alternative support persons together with client consent or see
the client alone at the start of treatment. This is consistent with
current treatment guidelines for psychosis, which support the use
of individualized and integrated family interventions (34–36).
Additionally, the clinical experts surveyed in this study believed
involving family members in the client’s treatment is particularly
important for individuals under age 18; however, practitioners
should also consider the benefits of involving alternative support
persons, such as friends or romantic partners, when other family
involvement is low or when treating individuals over age 25.
Consultation with family or support persons (without the client present) was also rated as a first-line treatment modality. In
cases in which conjoint or family therapy or individual therapy is

Increase Training in Trauma Assessment and Treatment

Participants suggested increased training in trauma assessment
and treatment would improve the treatment of clients with
comorbid early psychosis and trauma-related disorders. For
example, one participant noted, “We have addressed a lot of training but never trained in the context of comorbidity with trauma
and psychosis.” Another participant suggested “early identification of trauma or stressful experiences using a[n] evidence-based
scale to evaluate need for further treatment.”

Increase Trauma Research and Treatment Planning Guidance

Participants also suggested increased trauma research in general
and related to treatment planning in particular. For example, one
participant responded, “I wish that there were more data comparing treatments to guide decisions about what treatment options
would be best for a specific individual.” Another participant noted
a need for greater consistency in how trauma-related disorders
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ineffective, seeing family members or alternative support persons
alone with client consent could be an appropriate alternative
treatment modality. Family members often experience significant
burden when caring for individuals with serious mental illness
(37). Therefore, family support may be helpful in protecting the
family system if the client refuses to engage; however, current
practice models suggest that engagement of family alone would
likely not be sufficient in promoting recovery in the client (38).

disorders were added to these multidisciplinary teams, clients
could access appropriate treatment for trauma-related disorders
without compromising their access to evidence-based early psychosis care. In addition, working within a multidisciplinary team
with specialty in early psychosis care would likely increase the
competence and comfort of these trauma specialists with treating
clients with early psychosis.

Selecting Treatment Interventions to Address
Psychotic and Trauma Symptoms

Selecting a Treatment Approach

Integrated treatment was rated as a first-line treatment approach
and sequenced treatments were rated as second-line treatment
approaches for the treatment of comorbid early psychosis and
trauma-related disorders. The first-line rating of an integrated
treatment approach is somewhat surprising given that inadequate
training and supervision, as well as inadequate institutional and
financial support, were cited as barriers to integrated treatment in
these open response data. Integrated treatment may represent the
ideal approach that clinical experts recognize as most appropriate
and often strive to provide even if they are ill equipped to do so.
Funding should be provided to develop innovative programs that
strive to address the complex needs of the early psychosis population through staff training and additional program supports.
The second-line rating of sequenced treatment approaches is
consistent with participants’ report that the exacerbation of early
psychosis by a comorbid trauma-related disorder, or visa versa,
is a potential barrier to treatment. Clinical experts gave examples
of psychotic symptoms interfering with or worsening as a result
of treatment of a comorbid trauma-related disorder, as well as the
traumatic nature of psychotic symptoms for some clients interfering with treatment of early psychosis. In such cases, sequenced
treatment (i.e., treating the exacerbating disorder first in part or
in entirety) may be more appropriate than integrated treatment.
Practitioners who elect to use a sequenced treatment approach,
however, should clearly delineate the client’s treatment goals and
carefully monitor client progress in the initial phase of treatment.
A sequenced approach carries with it the risk that treatment will
ultimately focus disproportionately on a single-diagnosis if the
provider never feels the client is stable enough to shift to the
second phase of treatment (39). Importantly, single-diagnosis
treatment was rated as a third-line treatment approach, indicating that the clinical experts surveyed in this study believe that
treating only early psychosis or only a trauma-related disorder
when both conditions are present is inappropriate.
No consensus was reached regarding the appropriateness of
a parallel treatment approach. This is consistent with current
recommendations that suggest coordinating parallel treatment by
different providers, often in different treatment settings, may fail
to address the overlapping aspects of the comorbid psychiatric
conditions or work at cross-purposes (39). Parallel treatment
may, however, have merits in addressing barriers related to
practitioner discomfort treating both trauma and early psychosis.
Successful parallel treatment may be possible in the context of
the early psychosis coordinated specialty care model, in which
multiple practitioners from different specialties work together as
a team to address the various needs of early psychosis clients (14).
If practitioners specializing in the treatment of trauma-related
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First-line treatment interventions for addressing both psychotic
and trauma symptoms included: anxiety or stress management,
psychoeducation, case management, cognitive restructuring,
emotion-focused interventions, interpersonal effectiveness, and
meditation or mindfulness interventions. Bilateral stimulation
was rated as a second-line treatment intervention for addressing
both psychotic and trauma symptoms. When addressing trauma
symptoms in the context of psychosis, exposure interventions
were rated as second-line interventions. Sensorimotor or movement interventions were also rated as second-line treatment
interventions for addressing psychotic symptoms.
Based on these ratings and consistent with evidence-based
cognitive behavioral models for treating psychosis (35, 40)
and PTSD (8, 9), we make the following recommendations.
Practitioners should begin by providing psychoeducation about
early psychosis and trauma. This should include descriptions of
psychotic and trauma symptoms and information about treatment
rationale and efficacy in order to help the client and their support
persons understand the client’s problems as surmountable over
time with appropriate treatment. Practitioners should then use
anxiety and stress management interventions to help individuals
develop coping skills to reduce stress and stress-related difficulties. Throughout treatment, practitioners should also provide
case management to coordinate services and identify resources
needed by the client. Finally, practitioners should select from
first-line interventions (e.g., cognitive restructuring, emotionfocused, interpersonal effectiveness, and meditation or mindfulness) to address any residual psychotic and trauma symptoms.

Using Trauma-Focused Treatments and Exposure

Clinical experts surveyed here rated trauma-focused treatment
(i.e., treatments that address exposure to traumatic events directly
by asking individuals to recall or encounter thoughts, images,
feelings, or situations related to traumatic events) as a first-line
treatment for individuals aged 18–25 with comorbid early psychosis and trauma-related disorders in general and at all stages
of psychosis. Trauma-focused treatment was rated as a first-line
treatment for individuals presenting with current attenuated or
residual psychotic symptoms, as well as a history of both single
and multiple traumas and long-duration psychotic symptoms.
Furthermore, trauma-focused treatment was rated as a
second-line treatment for individuals presenting with additional
comorbidities and complexities, including: comorbid personality disorders, low involvement of support persons, significant
life stressors, as well as a history of poor functioning, severe
psychotic symptoms, substance use, non-suicidal self-injury,
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high suicide risk, high violence risk, and/or hospitalization. This
indicates that the clinical experts surveyed in this study believe
trauma-focused treatment may be appropriate for such individuals if more appropriate alternatives, not explored in this study,
have failed. Notably, there were no current or past conditions
for which trauma-focused treatment was rated as inappropriate.
Practitioners should, therefore, diligently monitor areas of risk
when utilizing trauma-focused treatment with individuals with
comorbid early psychosis and trauma-related disorders; however,
these risk factors should not be viewed as contraindications for
trauma-focused treatment.
These findings contradict the experts’ ratings of exposure
and bilateral stimulation, two interventions considered to be
key components of trauma-focused treatments, as second-line
interventions. It may be the case that clinical experts believe
trauma-focused treatments that include interventions of choice
(e.g., psychoeducation, anxiety, and stress management) and
first-line interventions (e.g., cognitive restructuring, emotionalfocused) before or in addition to exposure, for example, are
more appropriate for individuals with comorbid early psychosis
and trauma-related disorders than exposure interventions
alone. Conversely, clinical experts may worry about the possible negative impact of exposure interventions on the recovery
process, such as the exacerbation of psychotic symptoms, and
may hesitate to use them. To date, the positive effect of exposure
interventions on chronic psychotic symptoms in adults has
been reported as effective in one published study (12), and two
other studies have noted that the exclusion of exposure may
have decreased the observed effectiveness of their treatment
protocols (11, 18).
Exposure interventions are a primary component of all cognitive and behavioral interventions, including cognitive behavioral
therapy for psychosis (CBTp), the early psychosis treatment in
which participants received and programs provided training
and supervision most often. It is possible that clinical experts
are not utilizing recommended exposure components of CBTp
in their practice despite evidence that doing so is beneficial,
which is a phenomenon commonly seen in trauma treatment
as well (31). It is also possible that clinical experts are utilizing
exposure interventions without recognizing they are doing so,
including psychoeducation about psychotic or trauma symptoms
and behavioral experiments. This study asked participants to rate
the appropriateness of component interventions, as opposed to
combinations of interventions, in order to guide the composition
of treatment for comorbid early psychosis and trauma-related
disorders. Had participants been asked to consider the use of
exposure in the context of broader treatment approaches (e.g.,
CBT), they might have responded more favorably to exposure
interventions.
While the clinical experts surveyed in this study were unable
to agree on the appropriateness of exposure interventions for
addressing psychotic symptoms in individuals with comorbid
trauma-related disorders, they agreed that exposure interventions are appropriate for addressing trauma symptoms in this
population when first-line interventions have proved to be ineffective. Nonetheless, because exposure is such an important part
of trauma treatment, expert attitudes toward exposure therapy
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for this population merit greater exploration. Research is needed
to determine whether practitioners are either not utilizing or
not recognizing their use of exposure interventions. Similarly,
future studies should determine which exposure interventions
are considered most appropriate when treating individuals with
early psychosis in general, versus individuals with comorbid early
psychosis and trauma-related disorders in particular.

Using Sensorimotor and Movement Interventions to
Address Trauma Symptoms

Sensorimotor and movement interventions were included in
the current study to reflect the wide range of evidence-based
interventions used in clinical practice, despite not being included
in the expert consensus study of PTSD conducted over a decade
ago (9) and being rated as second-line treatment interventions
in the expert consensus study of complex PTSD. Sensorimotor
and movement interventions are used to assist individuals with
trauma-related disorders regulate their autonomic nervous system, think more clearly, and derive information from emotional
states more accurately by processing dissociated, incomplete, or
ineffective sensorimotor reactions (e.g., trauma-related images,
sounds, smells, and physical sensations) (41). Individuals with
early psychosis are frequently vulnerable to excessive autonomic
arousal in response to stress (42) and may misinterpret anomalous cognitive or perceptual experiences resulting in emotional
arousal and behavioral withdrawal (7) secondary to trauma
exposure (43). While mind-body interventions, like sensorimotor and movement interventions, are important to contemporary
trauma treatment, their utility for the treatment of psychosis
alone has not been well investigated (44). The experts’ rating of
these approaches as second-line for the treatment of psychotic
symptoms may represent growing interest in the integration of
mind-body practices into psychosis care, but more well-controlled studies are needed before conclusions can be drawn (45).
Currently, these approaches are not seen as core interventions for
individuals with psychosis (34). Therefore, additional research
is needed to determine whether sensorimotor and movement
interventions could be beneficial for individuals with only early
psychosis, as well as for individuals with comorbid early psychosis
and trauma-related disorders.

Understanding Reports of Trauma in the Context of
Psychosis

Open response data indicated that practitioners are often
concerned about the validity of high rates of trauma exposure
and other stressful life experiences reported by individuals
with comorbid early psychosis and comorbid trauma-related
disorders, particularly when trauma-related content is mixed
with delusional content. As a result, clinical experts surveyed
in this study reported program-wide efforts to address this
issue by focusing on psychoeducation about stress in general
and on developing and using coping skills to manage stress in
daily life rather than providing psychoeducation about trauma
and processing traumatic events. Auditory hallucinations and
non-bizarre delusions of guilt, paranoia, or persecution occur in
up to 40% of individuals with severe PTSD (46, 47). The content
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of these psychotic symptoms are often, though not always,
trauma-related (48), and the relationship between trauma and
psychosis is extraordinarily complex both causally and diagnostically (42, 43). Future research should aim to provide clearer
guidance on how to safely and effectively address the mixture of
trauma-related content and the content of delusions/hallucinations in treatment. In the meantime, practitioners should obtain
collateral information to understand the temporal relationship
between reported traumatic events and psychotic symptom
development and conceptualize psychotic symptoms with
trauma-related content as an indication that trauma-focused
treatment, including psychoeducation about trauma, may be
appropriate.

practice guidelines for comorbid early psychosis and traumarelated disorders were offered. Recommendations for future
research were also proposed in areas in which expert consensus
did not exist.
Perhaps most important is what this study did not find:
the clinical experts surveyed in this study did not rate the use
of trauma-focused treatment, or any component intervention
including exposure interventions, as inappropriate for individuals with comorbid early psychosis and trauma-related disorders
under any condition. In contrast, the clinical experts agree that not
treating early psychosis and trauma-related disorders when both
conditions are present is inappropriate. As a result, practitioners
should use existing research evidence, clinical expertise and judgment, and client preferences and values to treat comorbid early
psychosis and trauma-related disorders in individuals presenting
with both conditions (49).

Limitations

A limitation of all studies utilizing the expert consensus method
is that the opinion of experts may be wrong (29). As a result, it
is recommended that practitioners consider the results of this
study in conjunction with the results of existing and emerging
literature on the treatment of comorbid early psychosis and
trauma-related disorders. In addition, the outcomes associated
with implementation of these preliminary clinical practice
guidelines should be evaluated to determine whether they are
efficacious and effective.
Additionally, the survey utilized in this study was anonymous
to encourage participants to respond as honestly as possible about
their personal and programmatic clinical decision-making and
intervention practices in the course of treating individuals with
comorbid early psychosis and trauma-related disorders. As a
result, we were not able to evaluate potential differences between
those individuals who were contacted and responded versus
those who did not respond.
Finally, the response rate for this study (42%) is lower than
the typical response rates of other expert consensus method
studies; however, the number of participants included in this
study (N = 49) is comparable (29). While the expert consensus
method is appropriate for use with clinical experts, it has been
used primarily with preselected groups of research experts,
which tends to increase the response rate (29). To yield the largest possible sample of respondents for this study, we consulted
multiple published resources and available clinical and research
experts and invited individuals from across the United States to
participate. As research in this area increases, future endeavors
to develop more comprehensive practice guidelines should
include clinical and research experts in psychosis, as well as
trauma, treatment to incorporate a variety of perspectives and
sources of knowledge.

AUTHOR CONTRIBUTIONS
CC contributed to conception and design of the study, acquired,
analyzed, and interpreted these data, and drafted and revised
the manuscript. MS, DB, and LT contributed to conception and
design of the study, as well as to revisions of the manuscript. TN
contributed to conception and design of the study, acquisition
and interpretation of these data, and revisions of the manuscript.
All authors approved the final version of the manuscript to be
published. In addition, all authors agreed to be accountable for
all aspects of the work, including ensuring that all questions
related to the accuracy and integrity of the work are appropriately
investigated and resolved.

ACKNOWLEDGMENTS
The content of this article first appeared in the dissertation of
the first author (CC), submitted in partial fulfillment for the
degree of Doctor of Psychology in the Department of Clinical
Psychology at Antioch University New England. The authors
thank William Slammon, Ph.D., Adjunct Faculty at Antioch
University New England, for his feedback on the conception and
design of the study provided as a dissertation committee member.
The authors also thank Divya Kumar, Junior Specialist at the UC
Davis Imaging Research Center, for assistance with managing
data collection.

FUNDING
This research was supported by HRSA D40HP26868
(Multidisciplinary training in evidence-based assessment and
treatment of children and youth with trauma and serious mental
illness).

CONCLUSION
This study addresses a gap in the existing outcome literature on
the treatment of comorbid early psychosis and trauma-related
disorders by supplementing it with consensus evidence obtained
from a national survey of clinical experts. The clinical experts
reached consensus on 46 (94%) of the 49 expert consensus items.
In areas where expert consensus existed, preliminary clinical

Frontiers in Psychiatry | www.frontiersin.org

SUPPLEMENTARY MATERIAL
The Supplementary Material for this article can be found
online at http://journal.frontiersin.org/article/10.3389/fpsyt.
2017.00033/full#supplementary-material.

11

March 2017 | Volume 8 | Article 33

Cragin et al.

Early Psychosis and Trauma-Related Disorders

REFERENCES

20. Translating Research into Practice (TRIP)-II: Fact Sheet. Rockville, MD: Agency
for Healthcare Research and Quality (2001). Available from: http://archive.
ahrq.gov/research/findings/factsheets/translating/tripfac/trip2fac.html
21. Kahn DA, Docherty JP, Carpenter D, Frances A. Consensus methods in
practice guideline development: a review and description of a new method.
Psychopharmacol Bull (1997) 33(4):631–9.
22. Alexopoulous GS, Jeste DV, Chung H, Carpenter D, Ross R, Docherty
JP. The expert consensus guideline series. Treatment of dementia and its
behavioral disturbances: methods, commentary, and summary. Postgrad Med
(2005):6–22.
23. Frances A, Docherty JP, Kahn DA. Treatment of obsessive-compulsive disorder. J Clin Psychiatry (1997) 58(4):5–72.
24. Sachs GS, Printz DJ, Kahn DA, Carpenter D, Docherty JP. The expert consensus guideline series: medication treatment of bipolar disorder. Postgrad Med
(2000):1–104.
25. McEvoy JP, Scheifler PL, Frances A. The expert consensus guideline series:
treatment of schizophrenia. J Clin Psychiatry (1999) 60(11):4–80.
26. Cloitre M, Courtois CA, Charuvastra A, Carapezza R, Stolbach BC, Green
BL. Treatment of complex PTSD: results of the ISTSS expert clinician survey
on best practices. J Trauma Stress (2011) 24(6):615–27. doi:10.1002/jts.20697
27. Worldwide Early Diagnosis & Treatment Centers for Psychosis &
Schizophrenia. (2010). Available from: http://www.schizophrenia.com/
earlypsychosis.htm
28. Early Psychosis Treatment Program (U.S.). (2014). Available from: https://
www.thenationalcouncil.org/topics/first-episode-psychosis/
29. Frances A, Kahn DA, Carpenter D, Ross R, Docherty JP. The expert consensus
practice guideline project: a new method of establishing best practice. J Pract
Psychiatr Behav Health (1996) 2:295–306.
30. Thomas DR. A general inductive approach for analyzing qualitative evaluation
data. Am J Eval (2006) 27(2):237–46. doi:10.1177/1098214005283748
31. Becker C, Zayfert C, Anderson E. A survey of psychologists’ attitudes
towards and utilization of exposure therapy for PTSD. Behav Res Ther (2004)
42:277–92. doi:10.1016/S0005-7967(03)00138-4
32. Litz BT, Blake DD, Gerardi RG, Keane TM. Decision making guidelines for
the use of direct therapeutic exposure in the treatment of post-traumatic stress
disorder. Behav Ther (1990) 13(4):91–3.
33. Ronconi JM, Shiner B, Watts BV. Inclusion and exclusion criteria in randomized control trials of psychotherapy for PTSD. J Psychiatr Pract (2014)
20(1):25–37. doi:10.1097/01.pra.0000442936.23457.5b
34. Dixon LB, Dickerson F, Bellack AS, Bennett M, Dickinson D, Goldberg RW,
et al. The 2009 schizophrenia PORT psychosocial treatment recommendations
and summary statements. Schizophr Bull (2010) 36(1):48–70. doi:10.1093/
schbul/sbp115
35. Dixon LB, Goldman HH, Bennett ME, Wang Y, McNamara KA, Mendon SJ,
et al. Implementing coordinated specialty care for early psychosis: the RAISE
connection program. Psychiatr Serv (2015) 66(7):691–8. doi:10.1176/appi.
ps.201400281
36. Ince P, Haddock G, Tai S. A systematic review of the implementation of recommended psychological interventions for schizophrenia: rates, barriers, and
improvement strategies. Psychol Psychother (2016) 89(3):324–50. doi:10.1111/
papt.12084
37. Awad AG, Voruganti LN. The burden of schizophrenia on caregivers: a
review. Pharmacoeconomics (2008) 26(2):149–62. doi:10.2165/00019053200826020-00005
38. Dixon L. Providing services to families of persons with schizophrenia:
present and future. J Ment Health Policy Econ (1999) 2(1):3–8. doi:10.1002/
(SICI)1099-176X(199903)2:1<3::AID-MHP31>3.0.CO;2-0
39. Mueser KT, Noordsy DL, Drake RE, Fox L. Integrated Treatment for Dual
Disorders: A Guide to Effective Practice. New York, NY: The Guilford Press
(2003).
40. Morrison AP, Renton JC, Dunn H, Williams S, Bentall RP. Cognitive Therapy
for Psychosis: A Formulation-Based Approach. New York, NY: BrunnerRoutledge (2004).
41. Ogden P, Minton K. Sensorimotor psychotherapy: one method for processing traumatic memory. Traumatology (2000) 6(3):149–73. doi:10.1177/
153476560000600302
42. Walker EF, Diforio D. Schizophrenia: a neural diathesis-stress model. Psychol
Rev (1997) 104(4):667–85. doi:10.1037/0033-295X.104.4.667

1. Strakowski SM, Keck PE Jr, McElroy SL, Lonczak HS, West SA. Chronology
of comorbid and principal syndromes in first-episode psychosis. Compr
Psychiatry (1995) 36(2):106–12. doi:10.1016/S0010-440X(95)90104-3
2. Achim AM, Maziade M, Raymond E, Olivier D, Merette C, Roy M-A. How
prevalent are anxiety disorders in schizophrenia? A meta-analysis and critical review on a significant association. Schizophr Bull (2011) 37(4):811–21.
doi:10.1093/schbul/sbp148
3. de Bont PAJM, van Minnen A, de Jongh A. Treating PTSD in patients with
psychosis: a within-group controlled feasibility study examining the efficacy
and safety of evidence-based PE and EMDR protocols. Behav Ther (2013)
44:717–30. doi:10.1016/j.beth.2013.07.002
4. Grubaugh AL, Zinzow HM, Paul L, Egede LE, Frueh BC. Trauma exposure
and posttraumatic stress disorder in adults with severe mental illness: a
critical review. Clin Psychol Rev (2011) 31(6):883–99. doi:10.1016/j.cpr.2011.
04.003
5. Kessler RC, Berglund P, Demler O, Jin R, Merikangas KR, Walters EE. Lifetime
prevalence and age-of-onset distributions of DSM-IV disorders in the national
comorbidity survey replication. Arch Gen Psychiatry (2005) 62(6):593–602.
doi:10.1001/archpsyc.62.6.593
6. Ehlers A, Clark DM. A cognitive model of posttraumatic stress disorder. Behav
Res Ther (2000) 38:319–45. doi:10.1016/S0005-7967(99)00123-0
7. Morrison AP, Frame L, Larkin W. Relationships between trauma and
psychosis: a review and integration. Br J Clin Psychol (2003) 42:331–53.
doi:10.1348/014466503322528892
8. Cohen JA, Bukstein O, Walter H, Benson SR, Chrisman A, Farchione TR,
et al. Practice parameters for the assessment and treatment of children and
adolescents with posttraumatic stress disorder. J Am Acad Child Adolesc
Psychiatry (2010) 49(4):414–30. doi:10.1016/j.jaac.2009.12.020
9. Foa EB, Davidson JRT. The expert consensus guideline series: treatment of
posttraumatic stress disorder. J Clin Psychiatry (1999) 60(16):3–76.
10. Frueh BC, Grubaugh AL, Cusack KJ, Kimble MO, Elhai JD, Knapp RG.
Exposure-based cognitive behavioral treatment of PTSD in adults with
schizophrenia or schizoaffective disorder: a pilot study. J Anxiety Disord
(2009) 23(5):665–75. doi:10.1016/j.janxdis.2009.02.005
11. Mueser KT, Rosenberg SD, Xie H, Jankowski MK, Bolton EE, Lu W, et al.
A randomized control trial of cognitive-behavioral treatment of posttraumatic stress disorder in severe mental illness. J Consult Clin Psychol (2008)
76(2):259–71. doi:10.1037/0022-006X.76.2.259
12. van den Berg DPG, van der Gaag M. Treating trauma in psychosis with EMDR:
a pilot study. J Behav Ther Exp Psychiatry (2012) 43:664–71. doi:10.1016/
j.jbtep.2011.09.011
13. Eisner E, Drake R, Barrowclough C. Assessing early signs of relapse in psychosis: review and future directions. Clin Psychol Rev (2013) 33(5):637–53.
doi:10.1016/j.cpr.2013.04.001
14. Heinssen RK, Goldstein AB, Azrin ST. Evidence-Based Treatments for First
Episode Psychosis: Components of Coordinated Specialty Care. National
Institute of Mental Health (2014). Available from: http://www.nimh.nih.gov/
health/topics/schizophrenia/raise/nimh-white-paper-csc-for-fep_147096.pdf
15. Program Directory of Early Psychosis Intervention Programs. Foundation
for Excellence in Mental Health Care [Internet]. (2015). Available from:
http://www.mentalhealthexcellence.org/wp-content/uploads/2013/08/EarlyPsychosis-Intervention-Directory-011015.pdf
16. Program Directory of Early Psychosis Intervention Program. Stanford Medicine
[Internet]. (2016). Available from: https://med.stanford.edu/content/dam/sm/
peppnet/documents/PEPPNET_directory.html
17. van den Berg DPG, de Bont PAJM, van der Vleugel BM, de Roos C, de Jongh
A, Van Minnen A, et al. Prolonged exposure vs eye movement desensitization
and reprocessing vs waiting list for posttraumatic stress disorder in patients
with a psychotic disorder: a randomized clinical trial. JAMA Psychiatry (2015)
3:259–67. doi:10.1001/jamapsychiatry.2014.2637
18. Steel C, Hardy A, Smith B, Wykes T, Rose S, Enright S, et al. Cognitive-behaviour
therapy for post-traumatic stress in schizophrenia. A randomized controlled
trial. Psychol Med (2017) 47:43–51. doi:10.1017/S0033291716002117
19. Woolf SH, Grol R, Hutchinson A, Eccles M, Grimshaw J. Clinical guidelines:
potential benefits, limitations, and harms of clinical guidelines. BMJ (1999)
318:527–30. doi:10.1136/bmj.318.7182.527

Frontiers in Psychiatry | www.frontiersin.org

12

March 2017 | Volume 8 | Article 33

Cragin et al.

Early Psychosis and Trauma-Related Disorders

43. Read J, Fosse R, Moskowitz A, Perry B. The traumagenic neurodevelopmental
model of psychosis revisited. Neuropsychiatry (2014) 4(1):65–79. doi:10.2217/
npy.13.89
44. Jadidi J, Mirshoja MS. The impact of the sensory integration approach on positive and negative symptoms in a patient with non-paranoid schizophrenia: a
case report. Middle East J Rehabil Health (2016) 3(2):e33275. doi:10.17795/
mejrh-33275
45. Helgason C, Sarris J. Mind-body medicine for schizophrenia and psychotic
disorders: a review of the evidence. Clin Schizophr Relat Psychoses (2013)
7(3):138–48. doi:10.3371/CSRP.HESA.020813
46. David D, Kutcher GS, Jackson EI, Mellman TA. Psychotic symptoms in combat-related posttraumatic stress disorder. J Clin Psychiatry (1999) 60(1):29–32.
doi:10.4088/JCP.v60n0106
47. Hamner MB, Frueh C, Ulmer HG, Huber MG, Twomey BS, Tyson C, et al.
Psychotic features in chronic posttraumatic stress disorder and schizophrenia.
J Nerv Ment Dis (2000) 188(4):217–21. doi:10.1097/00005053-20000400000004

Frontiers in Psychiatry | www.frontiersin.org

48. Hamner MB, Frueh BC, Ulmer HG, Arana GW. Psychotic features and illness
severity in combat veterans with chronic posttraumatic stress disorder. Biol
Psychiatry (1999) 45(7):846–52. doi:10.1016/S0006-3223(98)00301-1
49. Melchert TM. Biopsychosocial Practice: A Science-Based Framework for
Behavioral Health Care. Washington, DC: American Psychological Association
(2015).
Conflict of Interest Statement: This research was conducted in the absence of
any commercial or financial relationships that could be construed as a potential
conflict of interest.
Copyright © 2017 Cragin, Straus, Blacker, Tully and Niendam. This is an open-access
article distributed under the terms of the Creative Commons Attribution License (CC
BY). The use, distribution or reproduction in other forums is permitted, provided the
original author(s) or licensor are credited and that the original publication in this
journal is cited, in accordance with accepted academic practice. No use, distribution
or reproduction is permitted which does not comply with these terms.

13

March 2017 | Volume 8 | Article 33

